1. Introduction {#sec0005}
===============

Hydatid cyst disease is a significant health problem for undeveloped and developing countries. Human infestation occurs as an intermediary carrier by ingestion of the parasite's eggs contaminated food. The parasite embryo gains access to systemic circulation through the intestine and it can reach any organ with different prevalence \[[@bib0005]\]. Cardiac hydatid cyst (CHC) is an infrequent type of involvement. It occurs in about 0.5--2% of cases, in comparison to the liver (65%) and the lung (25%). Therefore, (CHC) is a rare but potentially fatal site of pathology \[[@bib0010]\]. The larvae reach the heart through the coronary circulation in most of the cases. Additionally, though less infrequently, cardiac involvement can occur through the intestinal lymphatics, the thoracic duct, and the superior and inferior vena cava. Hemorrhoidal veins and the pulmonary veins may also be additional pathways \[[@bib0015],[@bib0020]\]. Echinococcosis does not appear to be any age limit at presentation; it may manifest even in early childhood \[[@bib0025], [@bib0030], [@bib0035], [@bib0040]\]. It may be accompanied by multiorgan involvement \[[@bib0025],[@bib0045]\]. The diagnosis of cardiac hydatid disease is based on a combination of clinical suspicion and cardiac imaging. Echocardiography and cardiac computerized tomography are highly sensitive and specific in the diagnosis of hydatid cysts \[[@bib0050]\].

2. Case presentation {#sec0010}
====================

An 18-year-old male worker was admitted to the emergency department due to pain, paresthesia, and coldness of the right lower limb. He has no history of cardiac disease or trauma and otherwise in good health. On physical examination, the right lower limb was cold and with cyanotic toes. The right femoral and popliteal pulses were undetectable. An urgent color-flow duplex scanning had been arranged which revealed a complete obstruction of the right external iliac artery blood flow by a rather big embolus. A trans-thoracic echocardiography showed an anechoic lesion of 36--40 mm originating from the left ventricle (LV). Since it was an endemic area of hydatid disease, a provisional diagnosis of (CHC) had been postulated. An urgent surgical embolectomy through the common femoral artery had been done. The obstruction has been opened with a Fogarty catheter. The catheter harvested a cruor thrombus with a white membrane from the common femoral artery, the histopathology of which was a hydatid tissue as it is shown in [Fig. 1](#fig0005){ref-type="fig"}a and b. After immediate subsidence of symptoms and signs, and an uneventful post-operative night, a CT scan of thorax revealed a well-defined cystic lesion of 45 mm diameter was protruding into the LV, as shown in [Fig. 2](#fig0010){ref-type="fig"}a, b, and c. A week later, the patient had been submitted to a standard a sternotomy and under cardiopulmonary bypass between the ascending aorta and the two-vena cava. The LV cavity showed an inside protruding mass, [Fig. 3](#fig0015){ref-type="fig"}. The mass was incised and the cyst was removed, as shown in [Fig. 4](#fig0020){ref-type="fig"}a and b). This has been followed by mopping of endocyst, as in [Fig. 5](#fig0025){ref-type="fig"}, putting stay suture of LV as in [Fig. 6](#fig0030){ref-type="fig"}, and enlarging of a cystic cavity as in [Fig. 7](#fig0035){ref-type="fig"}. The perforated myocardium was sutured by prolene, and the cavity closure was achieved by a standard mattress suturing with gel foam, [Fig. 8](#fig0040){ref-type="fig"}. The postoperative period was uneventful, and the patient was discharged after 9 days with no complications. The follow-up plan consisted of a standard albendazole treatment for 3 cycles each one for 28 days with a period of one-week rest to avoid drug complication. An abdominal ultrasound, and a single brain CT scan to rule out another organ involvement, all of which were negative.Fig. 1(a) Show laminated membrane which is typical for hydatid cyst. (b) Laminated membrane which is typical for hydatid.Fig. 1Fig. 2(a) Chest CT scan with hydatid cyst in the left ventricle (2). (b) CT scan of chest show left ventricle hydatid (2). (c) CT scan hydatid cyst in LV with membrane disloged and rupture (2).Fig. 2Fig. 3Left ventricular opening.Fig. 3Fig. 4(a) Cleaning of endocyst. (b) Cyst excision from left ventricle.Fig. 4Fig. 5Mopping of endocyst well inside left ventricle.Fig. 5Fig. 6Stay suture and enlarge the cavity.Fig. 6Fig. 7Putting the gelform inside the ectocyst.Fig. 7Fig. 8Closing the left venticle by matress suture.Fig. 8

3. Discussion {#sec0015}
=============

Cardiac Hydatid cysts of the left ventricle are usually located subepicardial and rarely rupture into the pericardial space. But in the right ventricle localization is subendocardial; rupture is more frequent and intracavitary rupture causes pulmonary embolization \[[@bib0055], [@bib0060], [@bib0065]\]. The literature states that the left ventricle CHCs are usually seen in the subepicardial space, they rarely rupture into the pericardial space. Right ventricle localization, in the other hand, is often subendocardial, with a higher chance of rupture and subsequent pulmonary embolization if it occurs intracavitary. The diagnosis of the left ventricular wall CHC is often difficult since its clinical and radiographic findings may be nonspecific. Patients with CHC may remain asymptomatic for many years or have minor nonspecific complaints, but it is associated with an increased risk of lethal complications if left undiagnosed and untreated \[[@bib0070]\]. Embolism of the external iliac artery by an Echinococcus cyst is extremely rare and is usually due to rupture of an intracardiac hydatid cyst. Most patients with CHC also have multiorgan involvement, while in our case, he had none. Only CHC present without any other organ involvement. CHC symptoms depend on the size and location of the cyst. Rupture into left-sided chambers may cause systemic emboli. Embolization to the lower limb artery is very rare \[[@bib0075],[@bib0080]\]. CHC rupture has been presented with ischemia of femoral and popliteal. \[[@bib0085],[@bib0090]\] To the best of our knowledge, this is the first reported case of right external iliac artery embolism in an adolescent patient due to ruptured CHC.

The duplex ultrasound, echocardiography, and computerized tomography play the important role in the diagnosis and early treatment of CHC, thus preventing life-threatening complications. Early recognition and prompt addressing of these complications particularly in the acute form of external iliac embolization, could be life-saving. Ruptured CHC should be suspected in young patients who have acute limb ischemia which comes from sheep-raising areas and/or if they have a suspected embolectomy material resembling germinative membrane \[[@bib0090]\].

The treatment for a CHC is urgently surgical, and no place for conservative approaches due to its morbidity-mortality potential. The diagnosed case should be provided with the standard medical treatment (Albendazole) and must be scheduled for further regular ultrasound examination for the whole follow-up period to anticipate any of future systemic occurrences or multi-organ involvement.

4. Conclusion {#sec0020}
=============

The peripheral arterial embolism is a rare manifestation of left ventricle CHC. Embolectomy and surgical resection of the cyst must be performed on an emergency basis. Patients must then undergo treatment by albendazole to prevent dissemination of the disease. In cases of vascular embolism developing suddenly in the extremities. It might be lifesaving to consider ruptured cardiac hydatid cyst in the differential diagnosis especially without a history of trauma particularly in endemic regions. The management of any organ hydatid cyst disease should rule out any possible cardiac involvement.
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